This study determined the prevalence ofpersonality disorders among clients in treatmentfor addiction; this prevalence was compared with those found in similar studies and in clinical samples ofindividuals sufferingfrom other Axis I disorders. Our sample comprised 255 subjects. Thefirst edition ofthe Millon Clinical Multiaxial Inventory (MCMI) was used. Only 11.8% ofthe subjects did not score over 84 on any ofthe 11 Axis II scales. Over one-half had a score of 84 or higher on the passive-aggressive and dependent-personality scales. The mean number of scales in the 84+ category was 2.68. Comparisons show that this sample was more severe in most cases.
P ersonality disorders (PDs) among clients with substance disorders (SDs) have been less studied than have Axis I disorders, but instruments that are valid and inexpensive to administer, such as the Millon Clinical Multiaxia1 Inventory (MCMI) (1) used in the present study, have allowed their prevalence to be documented.
Clinical studies have found that the proportion of individuals presenting both SDs and PDs varied from 53% to 100% (2) (3) (4) (5) (6) (7) (8) (9) (10) . The most frequently diagnosed disorders are antisocial, borderline, narcissistic, and dependent personality disorders. The simultaneous presence of Axis I and II disorders increases the severity ofall disorders (11, 12) . In cases ofAxis II comorbidity, addiction can be successfully controlled in specialized treatment centres. However, the needs of these clients often exceed the capabilities of the services normally provided (13, 14) . There is an increased likelihood of premature termination and reduced effectiveness of treatment (15) (16) (17) . For those who complete treatment, remission is comparable to that observed among those without PDs, although the level ofpsychological distress remains high (18 
Objectives
This study determines the prevalence ofPDs among individuals admitted to public treatment centres in Quebec and compares these results with fmdings of similar studies and with those of clinical samples suffering from other Axis I disorders.
Method
Our sample comprised 255 clients-182 men and 73 women-in 8 SD treatment centres in Quebec. The subjects were francophone and aged 18 years or over. The meanage was 34.5 years: 12% aged 18-24 years; 41% aged 25-34 years; 34% aged 35-44 years; and 13% aged 45 years or older. Testing took place after 7 days of treatment in order to exclude individuals suffering from acute withdrawal. Participation was voluntary, and all subjects signed a consentfonn.
We compared our results with those of 5 studies (4, 8, (19) (20) (21) that had used the MCMI-I (Table 1) .
To better understand the specificity of SD, our results were also compared with those on clinical samples from Quebec. The first comprised 180 subjects treated for erectile ororgasmic disorders. The other 2 samples included individuals treated for sexual impulse problems at a medicolegal clinic: one comprised 44 men who had committed a rape or hadintrusive rape fantasies, and in the other were 87 men who had committed pedophilic acts. All subjects were francophone. All subjects signed a consent form.
We used the first edition ofthe MCMI (1), a self-reportinventory asking 175 true or false questions. Our results focused on the 11 personality scales (PSs) described in Table 2 . The MCMI was translated into French (22) . Based on August 1999 Personality Disorders and Addiction 593
Results
For each subject, we summed the number of scales in the 84+ category. The mean number of scales was 2.68, with 71% of MCMI validity index (1 or more on the Y scale); 9 were rejected because of exaggeration of symptoms (sum of scales 1 to 8 greater than 164); 6 were rejected because of missing data; 3 were rejected because the subjects were under age 18 years. In the other clinical samples, 25 tests (8%) were rejected.
Statistical tests designed to compare means and proportions were used. The types oftests used are specified below. Differences between genders were calculated when the number of subjects allowed it. The first column of Table 2 shows the results by scale. Subjects are classified in this category for each scale on which their score is 84+. Only 11.8% did not score over 84 on any scale, over one-halfscored on the passive-aggressive (56.9%) and dependent (52.9%) PS, and 0% scored on the compulsive PS. For the 74 cutoffpoint, the third column ofTable 2 shows 98.8% of subjects to be above this threshold. Over 50% scored on either the passiveaggressive, dependent, avoidant, borderline, or schizoid PS. None scored more that 74 on the compulsive PS. Significantly more women than men scored 84+ on the histrionic, schizotypal, borderline, and paranoid PS. U sing the 74 cutoff point, significant gender differences remained only for the histrionic and borderline PS.
The fifth column of Table 2 presents the highest score obtained on a scale. Each subject is assigned to a single category. If the same score is obtained on 2 or more scales, the mixed category is used. Over one-fifth of subjects obtained their highest score on the passive-aggressive (20.8%) or the dependent (21.2%) PS. Comparisons by gender were performed using chi-square or Fisher's test when more than 20% of the cells contained less than 5 elements. Women were underrepresented on the passiveaggressive scale.
In the seventh column of Table 2 , mean scores are presented for each scale. Mean scores for the avoidant, dependent, passive-aggressive, and borderline PSs are all in the 74+ range. As shown in Table 3 , comparisons by gender were made using t-tests. Women had a higher mean score than men on the borderline PS. The MCMI is not a diagnostic instrument (24) . It measures whether certain features have attained clinical significance.
Our own test-retest reliability study (23) has shown that the intensity of symptoms decreases after a few weeks of treatment. All authors except Millon have reported similar results (25) . Toxic effects of substances probably decrease after a few weeks of treatment (26) .
Our results reveal relatively severe personality disorganization in the upper range, compared with other studies with addicted clients. These results confirm that no single PD is typical ofall addicts (27) . However, these comparisons are subject to limitations. The length oftime between admission to treatment and test completion may have varied from one study to another. Particular psychosocial characteristics of the different samples may have influenced the results.
The comparison with 3 Quebec clinical samples confirms the more severe Axis II features of our sample. These findings are consistent with the results of a previousstudy (28) in 3 rehabilitation centres using a validated French version of the Addiction Severity Index (29) , which found greater deterioration of the psychological, family, and legal spheres in Quebec samples than in those from outside Quebec. The consistency confirms the validity ofthe 2 instruments and also hints about the links between Axis I and II disorders.
borderline-our sample had the highest scores and, in most cases, they differed significantly from those ofother samples. Our sample had the lowest scores for the narcissistic andcompulsive scales. On 3 scales-histrionic, antisocial, and paranoid-our sample was close to the midpoint of the distribution.
The mean BR scores and standard deviations of our sample were also compared with those of 3 other Quebec clinical samples. ANOVA and a Student-Newman-Keuls test were used. Our sample obtained higher scores on several scales (Table 4 ). These results also indicate that these 4 samples present different Axis II profiles. an annex because of doubts as to its specificity. Millon excluded this scale from the MCMI-III.
Results according to gender show that PDs are more prevalent among women, no matter how the results are analyzed. Numerous studies have demonstrated similar results (30) . Women, however, have as good a prognosis as men and, in some cases, a better one (31). The specific effect of PD on treatment outcome in reference to gender, however, is unknown.
SDs and Axis II disorders must be treated concurrently (10, 32, 33) . Those in charge oftreatment programs should examine how best to adapt their services to deal with Axis II comorbidity.
